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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
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care needs of the resident.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents'
respective resident care plan.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:;

6) All necessary precautions shall be taken
to assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements are not met as evidenced by:

Based on interview and record review, the facility
failed to accurately conduct a fall risk assessment
to prevent accidental falls; failed to safely monitor
a cognitively impaired resident at risk for falls and
with a history of falls; and failed to train staff on
fall precautions for residents. This failure affected
1 (R1) of 3 residents in the sample. This failure
resulted in R1 being emergently transferred to the
hospital with a femur fracture requiring surgical
intervention.

Findings include:

R1 is a 74 year old cognitively impaired resident
diagnosed with cerebral infarction, muscle
weakness, difficulty in walking, aphasia, and
displaced fracture of base of neck of right femur.

On 5/18/22 R1 was admitted to the facility by V8
(Agency Nurse) for short term rehabilitation due
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to ankle surgery after a mechanical fall and
history of previous falls. V8 wrote in her admitting
progress notes dated 5/18/22 at 6:49 PM which
reads in part, "A female resident of 74 years old
was admitted into the facility on stretcher from
hospital. Resident was made comfortable in the
room. Head to toe assessment was done.
Resident has left ankle delayed wound healing
has left ankle ORIF (open reduction internal
fixation) surgery. Taking antibiotics every 24
hours for left ankle wound. Transfer with one
person assist. Can only move bilateral lower
extremities with one person assist."

V8's fall assessment showed however that R1
was assessed at a fall risk score of 3 showing no
risk for falls aithough R1 had a history of falls and
was admitted with an ankle fracture.

Interview with V2 (Director of Nursing) on 6/29/22
at 10:30 AM indicated that a fall risk scoreof 10
or above would mean a resident is at high risk for
falls and a score of 3 would indicate no risk.
Surveyor asked if R1 was considered high risk for
falls, V2 stated, "l know she fell several times at
the other facility and she fell here a month ago,
so she is definitely high risk for falls.” Surveyor
asked if she knew who the admitting nurse was
that inaccurately assessed R1 at a score of 3
meaning no risk for falls, V2 stated, "It was an
agency nurse but that is an incorrect score. | will
find out who the agency nurse is."

R1's initial care plan dated 5/18/22 reads in part,
"(R1} is at risk for falls related to current medical
condition, weakness, decreased
balance/endurance, pain. Goal: (R1) will be free
of falls through the review date. Interventions:
Anticipate and meet the resident's needs; call
light is within reach and encourage the resident to

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
$9999 | Continued From page 2 $9999

llinois Department of Public Health
STATE FORM

E7QX11

if continuation sheet 3 of 12































